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Abstract 
[Excerpt] This report is the first output of Eurofound’s research project on the impacts of the recent 
financial and economic crisis on access to publicly financed healthcare services in the EU. It aims to 
provide an overview of context and developments, setting the scene for the ongoing research project. A 
final overview report, incorporating findings from various country studies, will be published in 2014. 
Following a description of the policy context, this report goes on to explore how the crisis has impacted 
demand for and supply of healthcare services. It characterises different dimensions of access and 
discusses how the crisis may have impacted on barriers to access. It highlights groups that have 
traditionally been in vulnerable situations with regard to access, as well as those that may have been 
particularly affected by the crisis. Examples of past initiatives that have sought to enhance access to 
healthcare are identified. The final section presents how this research project aims to improve 
understanding of the impacts of the crisis on access to healthcare and of the ways in which access may 
be maintained. 
This report takes a broad perspective on access to healthcare services, referring to different 
understandings of access and various indicators. It draws on a review of the literature and primary data 
analysis. One key indicator concerns people’s perceptions of difficulties they face in accessing a doctor; in 
this regard, data are analysed from Eurofound’s 2007 and 2011 European Quality of Life Surveys (EQLS). 
A second key indicator concerns people’s perceptions of not having received medical care when they felt 
they needed it. Here, the main source of data is the ‘EU Statistics on Income and Living Conditions’ (EU-
SILC). These indicators are used to explore how access has changed since the onset of the crisis in 
autumn 2007. Other perspectives on access are also discussed, including for example legal entitlements 
and views on appropriate care provision by service providers. Sources of data include complaints to the 
Ombudsman and surveys of general practitioners (GPs). 
The forthcoming overview report will expand on such sources, and will include more in-depth information 
from studies of specific countries. 
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1This report is the first output of Eurofound’s research project on the impacts of the recent financial and economic crisis
on access to publicly financed healthcare services in the EU.
1
It aims to provide an overview of context and
developments, setting the scene for the ongoing research project. A final overview report, incorporating findings from
various country studies, will be published in 2014.
Following a description of the policy context, this report goes on to explore how the crisis has impacted demand for and
supply of healthcare services. It characterises different dimensions of access and discusses how the crisis may have
impacted on  barriers to access. It highlights groups that have traditionally been in vulnerable situations with regard to
access, as well as those that may have been particularly affected by the crisis. Examples of past initiatives that have
sought to enhance access to healthcare are identified. The final section presents how this research project aims to
improve understanding of the impacts of the crisis on access to healthcare and of the ways in which access may be
maintained.
This report takes a broad perspective on access to healthcare services, referring to different understandings of access and
various indicators. It draws on a review of the literature and primary data analysis. One key indicator concerns people’s
perceptions of difficulties they face in accessing a doctor; in this regard, data are analysed from Eurofound’s 2007 and
2011 European Quality of Life Surveys (EQLS). A second key indicator concerns people’s perceptions of not having
received medical care when they felt they needed it. Here, the main source of data is the ‘EU Statistics on Income and
Living Conditions’ (EU-SILC). These indicators are used to explore how access has changed since the onset of the crisis
in autumn 2007. Other perspectives on access are also discussed, including for example legal entitlements and views on
appropriate care provision by service providers. Sources of data include complaints to the Ombudsman and surveys of
general practitioners (GPs). 
The forthcoming overview report will expand on such sources, and will include more in-depth information from studies
of specific countries.
Introduction
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See Eurofound webpage: http://www.eurofound.europa.eu/areas/health/healthcareservices.htm 

3Importance of access to quality healthcare
Access to high-quality ‘services of general interest’ is essential for good quality of life and ‘inclusive growth’, a main
objective of the Europe 2020 strategy (European Commission, 2010). Healthcare is a key service of general interest.
Along with effective prevention, access to and quality of healthcare are important factors in addressing health
inequalities (European Commission, 2009; Council of the European Union, 2010, 2011). Good access to quality
healthcare can contribute to addressing social exclusion and poverty (European Commission, 2010). It is a crucial
element of social investment and contributes to maintaining a productive workforce and to reducing the costs of care in
the longer run (European Commission, 2013a; European Parliament, 2013; FRA, forthcoming). ‘Access to good quality
healthcare’ was also adopted as a ‘common value for EU healthcare systems’ by the Council of the European Union
(Council of the European Union, 2006). Furthermore, ‘the right to benefit from medical treatment under the conditions
established by national laws and practices’ was included in the 2000 Charter of Fundamental Rights of the European
Union, which became legally binding with the entry into force of the Treaty of Lisbon, in December 2009. 
Need for policy action
Most Member States have universal coverage and systems in place to support vulnerable groups in accessing healthcare.
However, in practice many people have problems in accessing healthcare services when they need them. There are large
inequalities in this respect, both between and within Member States. Various groups have traditionally been at risk of
experiencing problems in accessing healthcare services. They include ethnic minority groups, women, people who are
unemployed, people who are homeless, people in inadequate or insecure housing, migrants (especially asylum seekers
and undocumented migrants), poor people, people who live in remote areas, people with low education, and older people
(European Commission, 2008; Sienkiewicz, 2010; Devaux and de Looper, 2012; Doctors of the World, 2012; Eurofound,
2012c; FRA, 2013a). 
As explored below, some people in the EU report that they have not been able to meet medical needs. Nevertheless,
considerably more people experience difficulties in accessing healthcare services. Even in countries with the highest
proportion of people reporting having no problem at all in accessing healthcare services due to distance, cost, or waiting
times on the day of the appointment or in making an appointment, over one-third do experience at least one of these
problems: 35% in Sweden, 41% in the Netherlands, 43% in Finland, 44% in Spain and 45% in Denmark. Furthermore,
ageing populations put pressure on healthcare systems, as do rising public expectations, and cross-border patient flows
(Flear, 2009).
Many challenges in access to healthcare services are unrelated to the crisis. For example, waiting lists have been a
longstanding problem. Nevertheless, while it can be difficult to separate its impact from other factors, the recent financial
and economic crisis is likely to have affected healthcare services in two ways. First, it is likely to have increased demand
for certain healthcare services. Second, financing has come under pressure, in particular as a result of reduced public
budgets, in combination with decreased income levels among service users. Sustaining access to high quality healthcare
in the context of the crisis is therefore particularly challenging for policymakers and service providers.
EU policy regarding healthcare
While healthcare falls mostly within the realm of national policymaking, certain EU instruments can have an influence,
specifically structural funds and the socio-economic governance systems such as the Open Method of Coordination
(OMC) and the European Semester. Since the Lisbon Summit in 2000, the OMC can be used to provide guidelines and
benchmarks with regard to social protection issues. These issues include access to healthcare services, along with the
quality and sustainability of these services. Parallel to this voluntary governance mechanism, the European Semester
EU policy perspective
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4provides the framework for steering and monitoring EU countries’ economic and social reforms so that they may reach
the Europe 2020 targets. It covers a six month cycle, starting with the Annual Growth Survey and concluding with
country-specific recommendations being issued. Since 2010, it has included healthcare in the context of sustainability of
public finances. The 2013 Annual Growth Survey called for assessing the performance of health systems against the twin
aims of a more efficient use of public resources and access to high quality care. However, in practice the country-specific
recommendations mostly focused on the issue of efficiency, to reduce pharmaceutical expenditure and to move from
hospital to outpatient care. Only some deal directly with guaranteeing access to quality healthcare. (See Box 1 for further
detail.)
The European Court of Justice’s rulings on cross-border healthcare and the EU’s free movement of persons and goods
also have an impact. In addition, the European Commission is preparing a framework for the comparative analysis of
health systems at EU level, including a list of indicators, to be used in a Joint Assessment Framework (JAF) exercise.
These indicators will combine issues of sustainability, access and quality along with the OMC principles.
In its ‘Voluntary European Quality Framework for Social Services’, the Social Protection Committee (2010) sets out
guidelines with regard to access to services more generally. It stresses the importance of guaranteeing equality of access,
independent of wealth or income, across the territory. As an overarching quality principle, it also mentions that the
service should be affordable, and that: 
Social services should be easy to access by all those who may require them. Information and impartial advice about
the range of available services and providers should be accessible to all users. People with disabilities should be
ensured access to the physical environment in which the service provision takes place, to adequate transport to and
from the place of service provision, as well as to information and communication (including information and
communication technologies). 
Impacts of the crisis on access to healthcare services in the EU
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Box 1: Health in the European Commission’s country-specific recommendations (2013)
In 2013, Country-specific recommendations for Bulgaria, Romania and Spain included a recommendation regarding
access to healthcare.
n Bulgaria: ‘Ensure effective access to healthcare and improve the pricing of healthcare services by linking hospital
financing to outcomes and developing outpatient care.’
n Romania: ‘Pursue health sector reforms to increase its efficiency, quality and accessibility, in particular for
disadvantaged people and remote and isolated communities.’
n Spain: ‘Increase the cost-effectiveness of the healthcare sector, while maintaining accessibility for vulnerable
groups, for example by reducing hospital pharmaceutical spending, strengthening coordination across types of care
and improving incentives for an efficient use of resources.’ 
The recommendations of most countries, however, contain little mention of healthcare. For some countries no specific
recommendations for 2013 were provided, because they were already subject to Economic Adjustment Plans (Cyprus,
Greece, Ireland and Portugal). References to healthcare in these plans focus on efficiency, transparent administration
and cost-reduction rather than access.
Source: European Commission (2013b)
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This voluntary framework states that healthcare venues should be designed ‘for all’ and emphasises the need for clear,
accurate and accessible information. This information should be adapted to the specificities of each target group, notably
the type, availability, extent and limitations of the service provided, and should address complaint procedures. 
The WHO’s ‘Health 2020’ policy framework for the European region (2012) also mentions access to high quality and
affordable healthcare services in its priorities.
© European Foundation for the Improvement of Living and Working Conditions, 2013

7The autumn of 2007 marked the onset of an economic and financial crisis in the EU. This crisis has affected EU Member
States and regions to differing extents and over different periods of time, with varying consequences. Out of the 28
Member States, Poland is the only country that has not experienced a decline in annual real gross domestic product
(GDP) in any year between 2007 and the 2013 forecast (Eurostat, 2013). All the other Member States have experienced
at least one year of decline in real GDP of between 2.8% (Belgium and Malta in 2009) and 17.7% (Latvia in 2009) since
2007. Decline has been most pronounced and prolonged in Cyprus, Croatia, Greece, Ireland, Italy, Spain, Latvia,
Portugal and Slovenia. Five of these countries (Cyprus, Greece, Ireland, Portugal and Spain) have received financial
support from the European Union, conditional on compliance with reforms aiming to balance public budgets and
stimulate long-term growth.
Increased demand
Impacts on health data are not as rapidly available as economic data, so it is difficult to give a clear and exhaustive
assessment of the impact of the crisis on health. For example, mortality data usually has about a two year time lag, and
information on the cause of death and the socio-economic status of the deceased is not always available. 
Karanikolos et al (2013) compare the health impact of this recent crisis with that of previous crises. As in previous crises,
suicide rates have risen, while the number of road traffic deaths has fallen. In contrast to previous crises, certain
communicable diseases have become more common in the current crisis. Such diseases include tuberculosis, influenza
and sexually transmitted diseases, whose control largely depends on prevention and infection control measures,
especially among population groups in vulnerable situations (Rechel et al, 2011). Indeed countries that saw drastic cuts
to relevant services also experienced an increase in the prevalence of these communicable diseases, particularly in the
case of Greece, where there was an increase in cases of HIV and malaria re-emerged. 
Analysis of EQLS data reveals that while health satisfaction appears to have stayed rather constant in the EU28, at 7.3,
the proportion of people reporting that they are in good or very good health decreased from 67% to 64%. There are large
differences between Member States, but in the majority of them (n. 15), the proportion of people reporting bad or very
bad health increased between 2007 and 2011. 
There are large differences both between and within countries, for example between age groups. In some countries a
decline in self-reported health has been most marked among people aged 50 and over (Estonia, Luxembourg and
Romania). In other countries, the decline has been greatest among people aged between 35 and 49 (France and
Lithuania). Elsewhere, worsening self-reported health has been spread equally across age groups (the Netherlands). 
One remarkable development is the increase in the proportion of people in the bottom income quartile who report bad
health. This confirms Karanikolos et al’s suggestion that while the health of some groups may be unaffected or even
improved during the crisis, other population groups suffer disproportionately. This is demonstrated in Figure 1, which
shows that an increased proportion of people in lower income quartiles experienced bad health, in contrast to those in
higher income quartiles which showed an improvement or remained stable. People in higher income quartiles may be
financially worse off than before, but still earn enough to stay in the higher income range in their country. They may be
more cautious with their expenditure, for example when they have large mortgage debts. They may thus have less to
spend on unhealthy behaviour, such as smoking and drinking, and subsequently have better health outcomes. This may
outweigh the negative impact of the crisis on their health. For lower income groups, the negative impact of relatively
large increases in job insecurity and unemployment, as well as housing insecurity (Eurofound, 2012a and b), may
dominate. Regardless of the reasons, this illustrates that aggregate data conceal inequalities in health, as adverse effects
on groups in vulnerable situations may be masked by improvement in other groups.
Impacts of the crisis on
healthcare demand and supply 
© European Foundation for the Improvement of Living and Working Conditions, 2013
8Figure 1: Poor health status and income in the EU28, 2007 and 2011
Note: Based on responses to Question 42: ‘In general, would you say your health is very good, good, fair, bad or very bad?’ (Other
responses included ‘don’t know’ or refusal to answer.) The figures refer to the proportion of people who reported ‘bad’ or ‘very bad’
health.
Source: Eurofound’s analysis of EQLS micro-data.
This increase in the proportion of people in the bottom income quartiles reporting bad health has been particularly
marked in some Member States. Increases of over five percentage points were observed in some countries that have
generally had low proportions of people in low income groups reporting bad health (Germany, France and the
Netherlands), but also in countries where self-reported bad health is very common among low income earners (Romania,
Slovakia and the UK).
Mental well-being in the EU28, measured by the WHO-5 Index,
2
has increased from 62 in 2007 to 63 in 2011. This
average masks larger differences between and within countries, as well as an increase in the proportion of people with
particularly low mental well-being. People with a WHO-5 Index below 48 are considered to be at risk of poor mental
health. The proportion of people who are at risk of poor mental health has increased from 24% in 2007 to 25% in 2011,
by over 3 million persons in the EU28. The largest increases occurred in Netherlands, Greece, Ireland, the UK and
Sweden (by 6 percentage points), but important increases are observed also in Hungary, France (by 4 percentage points),
Belgium and Slovenia (by 3 percentage points). 
Figure 2 shows that the proportion of people at risk of poor mental health has decreased among the long-term
unemployed (from 36% to 33%). In contrast, the proportion of people in employment at risk of poor mental health has
increased (from 20% to 21%). Nevertheless, the unemployed are still more likely to be at risk of poor mental health than
people in employment. Much of the increase in the proportion of people at risk of poor mental health can thus be
attributed to the increase in unemployment. 
Impacts of the crisis on access to healthcare services in the EU
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The WHO-5 Index is calculated from the overall average score from responses to five statements in Q45: ‘I have felt cheerful and
in good spirits’, ‘I have felt calm and relaxed’, ‘I have felt active and vigorous’, ‘I woke up feeling fresh and rested’, and ‘My daily
life has been filled with things that interest me’. Responses are scored on a 0–5 scale, where 0 = ‘At no time’ and 5 = ‘All of the
time’. These five scores are aggregated and multiplied by four to a maximum of 100.
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The proportion of people at risk of poor mental health among those suffering from housing insecurity or fear of job loss
has increased. As their numbers have increased as well because of the crisis, housing and job insecurity have particularly
contributed to an increase in the proportion of people at risk of poor mental health.
Figure 2: Proportion of people at risk of poor mental health in the EU28, according to activity status and housing and
job insecurity, 2007 and 2011
Note: Based on responses to Question 20. ‘How likely or unlikely do you think it is that you will need to leave your accommodation
within the next 6 months because you can no longer afford it?’ Is it… 1) Very likely, 2) Quite likely, 3)  Quite unlikely, 4) Very
unlikely. Q15. How likely or unlikely do you think is it that you might lose your job in the next 6 months? 1) Very likely, 2) Quite
likely, 3) Neither likely nor unlikely, 4) Quite unlikely, 5) Very unlikely.
Source: Eurofound’s analysis of EQLS micro-data.
Mental health problems caused by job loss, fear of job loss, and loss in income are among the clearest consequences of
the crisis (Karanikolos et al, 2013). Insecure working arrangements and long working hours are associated with higher
stress and anxiety, and countries with higher unemployment rates tend to have higher suicide rates. Figure 2 shows that
similar observations can be made for mental health more generally. People who find it likely they may lose their jobs
have worse mental health than those who find it unlikely, and this difference has increased. The proportion of people
who find it likely they may lose their jobs has increased during the crisis (Eurofound, 2012a). The increase in housing
insecurity also plays a role (Eurofound 2013, forthcoming; Eurofound, 2012a and b). People who think they are likely
to need to leave their accommodation because they can no longer afford it are more often at risk of poor mental health
than people who feel secure in their accommodation, and this difference increased between 2007 and 2011. The crisis
has led in particular to an increase in the proportion of people who have reported feelings of insecurity, especially among
people who own their own accommodation with a mortgage. Furthermore, debt problems are associated with low mental
well-being, particularly among people in the bottom income quartile. A Spanish study (Gili et al, 2012) of patients in
primary healthcare services showed that one-third of the overall risk of attending with mental health disorders could be
attributed to the combined risks of household unemployment and mortgage payment difficulties.
It is important to note that these conditions are not only more prevalent, they often have different causes and
characteristics as a result of the crisis, which, in turn, require different healthcare responses.
© European Foundation for the Improvement of Living and Working Conditions, 2013
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Not all changes in demand for healthcare observed since the onset of the crisis are necessarily related to the crisis. Some
trends clearly began before the crisis – such as population ageing and availability of new technologies. Others, like the
flu epidemic, may have coincided with the crisis. These developments may affect the prevalence of medical conditions,
and the likelihood of people contacting a service provider. Even though they are not caused by the crisis, their impact
on demand for and access to healthcare services is relevant in this context.
Impacts beyond health 
An increase in demand for public healthcare services is not only caused by increases in the prevalence of certain crisis-
related conditions. In several Member States, patients frequently make use of private healthcare services. However, the
decreased disposable income of potential users as a result of the crisis may lead them to opt for publicly financed services
instead, to avoid out-of-pocket payments or voluntary health insurance premiums. In Greece, for instance, between 2009
and 2011 there were increases in public hospital admissions (but a decline in outpatient services and GP visits) and a
clear decrease in private hospitals admissions (Kentikelenis et al, 2011). In Cyprus a recent increase in the demand for
public health services (Social Protection Committee, 2011) may also be partly explained by a shift away from private
services. Aggregate data showing apparent shifts from private to public healthcare may obscure a more complex picture.
Some people may actually have shifted to the private sector because of the crisis. Decreased budgets are likely to be
available for public healthcare provision. As a consequence, if they can afford it, people may have reverted to the private
sector if they expect to find higher quality healthcare there.
Lastly, as discussed in this working paper, the crisis may have had a negative impact on access to several services for
certain population groups. As a consequence, while ‘latent demand’ may have increased for some services, actually
observed demand may have fallen.
Decreased supply
Several EU governments have sought to balance public budgets. Mladovsky et al (2012b) present an extensive overview
and analysis of the impact on health policy. First, some governments have decreased the budget for publicly financed
care by decreasing the size of the budget assigned, the public contribution to social health insurance, or the part of service
cost that is covered publicly. Second, some reduced the volume of publicly financed care. Measures that fall in this
category include a reduction in services covered by the statutory benefits package, reduced population coverage as well
as non-price rationing such as extending allowed waiting times. Third, governments have sought to reduce the cost of
publicly financed care. This includes reduced payments to providers, reduction of staff and reconfiguration or
coordination of care. In addition to such explicit measures, supply may also be impacted in other ways such as by
reduced job opportunities in home countries leading to an outflow of medical staff in affected countries (Eurofound,
2013), resulting in reduced availability of qualified staff.
A longstanding general trend of increases in public expenditure on health in the EU has come to a halt. Public
expenditure on health has even decreased in one or more years since 2007 in 18 of the 28 Member States. In countries
with high public expenditure on health, there may have been room to cushion such decreases and avoid a detrimental
impact on access to healthcare services. Decreases have occurred in countries with low and high public expenditure on
health, but most countries that have shown no decreases in public expenditure on health in this period are in the top
quartile of expenditure and have had relatively favourable GDP development (Table 1). The fact that countries with tight
budgets have been particularly affected makes concern for decreasing access and quality of healthcare in the EU all the
more valid. 
Impacts of the crisis on access to healthcare services in the EU
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Table 1: Decreases in public expenditure on health in high- and low-expenditure countries
Notes: *2010, **2009. 1 Data refers to Current Health Expenditure. Missing data for 2 2011, 3 2010 and 2011, 4 2007–2009 and 2011.
5 2007–2010 includes current spending by social security only. PPP = purchasing power parity.
Source: Analysis of OECD/Eurostat/WHO harmonised data. OECD Stat, Joint Health Accounts Questionnaire 2013, Eurostat
Database.
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Country
Public expenditure on health per capita,
€ PPP current prices, 2011
Public expenditure on health decreased
compared to previous year
Bottom quartile
Bulgaria 449* 2009 (-7%) 
2
Latvia 472* 2008 (-2%), 2009 (-15%) and 2010 (-3%) 
2
Romania 523 2009 (-5%) and 2011 (-4%)
Cyprus 758* None 
2
Lithuania 782 2009 (-3%) and 2010 (-2%)
Poland 783 None
Estonia 793 2009 (-4%) and 2010 (-1%)
Second quartile
Croatia 1 838 2009 (-5%) 
5
Hungary 843 2009 (-3%)
Slovakia 1,042 None
Greece 1,179 2010 (-12%) and 2011 (-14%)
Czech Republic 1,270 2008 (-1%) and 2010 (-6%)
Malta 1,274* None 
4
Portugal 1,307 2008 (-1%) and 2011 (-7%)
Third quartile
Slovenia 1,369 2009 (-2%) and 2010 (-2%)
Spain 1,722 2011 (-1%)
Italy 1,799 2009 (-1%), 2011 (-1%)
Ireland 1,901 2009 (-2%), 2010 (-9%) and 2011 (-6%)
Finland 1,953 2011 (-2%)
United Kingdom 2,165 2011 (-2%)
Belgium 1 2,366 None
Top quartile
France 2,425 None
Sweden 2,458 2009 (-2%)
Germany 2,637 None
Austria 2,660 None
Denmark 2,943* None 
2
Luxembourg 3,020** 2008 (-5%) 
3
Netherlands 1 3,112 None
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As with changes in demand, changes in public expenditure on health cannot be wholly attributed to the crisis. Examples
of other causes include longer-standing efforts to shift spending to the private sector (Montanari and Nelson, 2013) and
specific events such as the bulk purchases of influenza vaccines by some governments in 2009 with a consequent
decrease in expenditure in 2010 (Morgan and Astolfi, 2013). 
Not all impacts of the crisis on health expenditure may be relevant to this study. For example, while they may free up
resources to improve access to healthcare services, policies to reduce the price of medical goods (pharmaceuticals,
medical devices and equipment) or improve the rational use of drugs are not directly relevant, as they are less likely to
have a direct impact on access to healthcare services. Cuts in the salaries of healthcare providers may also not appear to
impact access to healthcare services for users directly, but they may do so through reduced work motivation of healthcare
personnel, for example.
Challenge for service providers and governments
Increased demand in combination with decreased funding not only provides a challenge at government level, in terms
of guaranteeing access to quality healthcare services, it also generates challenges for service providers faced with
reduced budgets and reduced personnel. At the same time, service providers may be experiencing increased demand for
their services, due to the reasons discussed and to the closure of other local service providers.
Rationing may not always be explicit in terms of policies; implicit rationing may happen at the level of the service
provider (Thomson et al, 2009). For example, Hungary introduced volume limits to inpatient services, but left it to the
hospitals and doctors themselves to ration care implicitly or explicitly (Mladovsky et al, 2012b). Service users may also
face increased user charges (Mladovsky et al, 2012b) in addition to reduced incomes. In this environment, providing
access to healthcare is likely to be a challenge. 
Impacts of the crisis on access to healthcare services in the EU
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Eurostat, through the EU-SILC, asks Member States to collect yearly data on perceptions of unmet healthcare needs.
Most people in the EU (93.3% in the EU27, 89% in Croatia) reported no unmet healthcare needs in 2011. 
At EU level, changes seem small and it is hard to observe clear trends, but such aggregate data can mask important
differences among Member States. In some countries the proportion of people reporting unmet needs has increased. In
particular, Greece experienced a 50% increase in the reporting of unmet medical need between 2007 and 2011, after
adjusting for people’s age, sex, marital status, level of education and urban or rural residence (Kentikelenis et al,
submitted for publication). In many countries, unmet medical needs increased among both unemployed and employed
people. In some countries, this increase has been concentrated among unemployed people (Table 2). 
Table 2: Countries with an increase in unmet healthcare needs
Note: This table lists EU Member States that saw an increased proportion of people reporting an occasion when they needed
examination or treatment but did not receive it in the past year. An increased proportion is measured as over a one percentage point
reduction in the proportion of people who said that there was no occasion when they really needed examination or treatment but did
not receive it in the past year.
Source: Eurofound’s analysis of EU-SILC macro-data, compiled from Eurostat (2013).
It is much more common for people to experience difficulties in accessing healthcare, than to report unmet needs. An
increase in difficulties accessing healthcare does not always imply an increase in reported unmet healthcare needs, as
people may still receive healthcare services, even if it is difficult to do so. For example, in Estonia access became more
difficult across several dimensions (Tables 3–5), but the data do not show an increased proportion of people reporting
unmet needs in the same period.
Data sources other than surveys also show that reforms are felt on the ground. For example, the number of complaints
to the Spanish Ombudsman tripled from 595 in 2011 to 1,674 in 2012 (El Mundo, 2013). Prior to 2012, such complaints
were mainly concerned with quality of care, but in 2012 the number of complaints related to access issues increased.
In the next section, a range of access issues will be discussed. Various barriers to healthcare services have been identified
in the literature; the aim here is to provide a comprehensive picture, drawing on this previous research. Furthermore, for
each access issue, some assessment will be provided of the impact of the crisis for various population groups, providing
empirical evidence where available, but also discussing potential impacts that are still to be investigated. Issues relating
to legally covered access (population and benefit package coverage), affordable access, physical access, informed access
and timely access are discussed. Even if healthcare services are accessible in all these respects, people may still not
receive the care they need; other barriers to access will be discussed as well.
Legally covered access
Most EU28 Member States provide ‘universal’ population coverage for basic healthcare services, but eligibility can
depend on residency status. In countries with a social health insurance system, an insurance policy is required, usually
through work, but special funds are available for those who are not employed. Cyprus, for example, has no universal
coverage. While arrangements are in place for vulnerable groups, coverage is more accessible for those who are in
formal employment as it is often provided through work (ILO, 2011; Theodorou et al, 2012). In countries where people
actively need to choose a basic package of health insurance rather than being automatically covered through the tax
system, being employed may facilitate insurance.
Access to healthcare services for individuals 
© European Foundation for the Improvement of Living and Working Conditions, 2013
Categories of employment Countries
Unemployed people only Austria, Czech Republic, Latvia, Sweden, UK
Unemployed and employed people Belgium, Denmark, Finland, France, Greece, Malta, Spain
Employed people only Slovakia
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In most Member States, documentation is required for people to access healthcare. Only in seven of the 27 countries
(there are no data for Croatia) do undocumented migrants have access to publicly financed healthcare services, either in
full (France, Portugal and the Netherlands) or partially (Belgium, Italy, Sweden and the UK). In all other 20 EU Member
States, undocumented migrants only have access to emergency services, and may have to pay for this, depending on how
rigidly invoices are handled. These data concern 2013, and include the latest reforms in Spain and Sweden (Center for
Health and Migration Vienna, 2013, cited in ASEF, 2013). EU citizens who have lost their legal residency status due to
lack of financial resources and/or health insurance also face barriers to legal entitlements, in particular in Munich and
across Spain (Chauvin and Simonnot, 2013). 
Impacts of the crisis on legally covered access
A clear impact of the crisis with regard to population coverage is the removal of coverage of non-emergency care for
non-pregnant undocumented migrants in Spain in 2012 (but not all regions endorsed this reform) and removal of a dental
care benefit for people below 64 in Estonia in 2009.
With regard to healthcare services that are included in the benefit package, coverage reductions included lower
reimbursement rates for: IVF, physiotherapy, mental health services and coverage of care outside the EU (the
Netherlands); cosmetic surgery (Portugal); non-acute spa treatment, certain medicines, non-urgent ambulance services,
dental prostheses and some ophthalmologic appliances (Slovenia) (Mladovsky et al, 2012b). Voluntary health insurance
may cover services not included in basic benefit packages, but it may not always be accessible especially in the context
of the crisis due to the unaffordability of premiums (see below), age limits, benefit caps or the exclusion of treatment for
pre-existing conditions (Thomson and Mossialos, 2009; Social Platform/SPC, 2012).
Affordable access
Barriers to affordable access can include the high cost of healthcare and low income/household means.
Private payments may be required in the form of a fixed fee, a proportion of a healthcare cost being borne by the service
user, or payments required up to a certain threshold. Such cost-sharing arrangements can constitute a barrier to access
(Busse et al, 2011). In particular, in Member States with a health insurance system, some people may further find it
difficult to pay for an insurance policy.
Private payments do not only include such formal arrangements. They may also concern under-the-table payments
required by some healthcare workers (European Commission, 2011). They may concern cash payments, ‘gifts’ or
‘favours’ (European Commission, 2012), and may be necessary to ensure prompt access, for example by jumping queues
(Kentikelenis et al, 2011), or to receive good quality care, or any care at all. Even though the magnitude of requested or
expected under-the-table payments may differ depending on the patient’s financial situation, poorer patients may
nevertheless be inhibited from accessing healthcare.
The need to make even apparently small payments can have a large impact on people with low incomes and people with
relatively frequent healthcare needs, such as those who are chronically ill or who have a disability. If payments are
restricted to non-emergency care, some may revert to using emergency units for non-emergency care, even if they are
further away and involve longer waiting times (Mas et al, 2011).
In the EU, the most commonly reported reason for ‘unmet medical needs’ is that the usage of healthcare services was
considered too expensive (Figure 3).
Impacts of the crisis on access to healthcare services in the EU
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Figure 3: Reasons for reporting unmet medical needs in the EU27, 2006–2011 (%)
Note: Comparable data for Croatia were not available.
Source: EU-SILC data, compiled from Eurostat (2013).
While cost is the most common reason for ‘unmet medical needs’, it makes it difficult for 30% for EU28 residents to
use healthcare services, less often than waiting times to see a doctor on the day of an appointment (42%) and delays in
getting an appointment (39%). Nevertheless, there are large country differences (Figure 4), with cost making it more
often difficult for people to see a doctor than waiting times in Cyprus and Ireland, and equally frequently in Lithuania
and Romania (see Appendix Table A2). In terms of reported intensity of the difficulties experienced (see Appendix Table
A1), the proportion of people reporting cost as a barrier is highest in Greece (31%), Cyprus (28%), Italy (23%) and
Poland (21%).
Countries with a higher share of out-of-pocket private expenditure, paid directly by the household, generally have
significantly higher proportions of people reporting difficulties due to cost in the EQLS. Overall, the proportion of
people reporting difficulties in access due to cost is 1% higher for every one percentage point increase in the proportion
of expenditure on health that is out-of-pocket.
3
Nevertheless, a country with lower out-of-pocket expenditure does not
always have a lower proportion reporting difficulties with access than a country with higher out-of-pocket expenditure.
For example, in 2011, out-of-pocket expenditure in the UK comprised a higher share of total expenditure on health (9%)
than in the Netherlands (5%), but the proportion of people reporting cost as a barrier to visiting the doctor was higher in
the Netherlands (16%) than in the UK (5%). Similarly, out-of-pocket expenditure was 16% in Austria, and 15% in
Croatia, but in Austria a smaller proportion of people (18%) reported difficulties due to cost than in Croatia (24%).
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Figure 4: Proportion of people reporting cost makes it difficult to access healthcare services, by country, 2011
Note: This refers to the proportion of respondents reporting that cost makes it very or a little difficult to access a doctor or medical
specialist. Based on responses to Question 47 (Cost of seeing the doctor): ‘On the last occasion you needed to see a doctor or medical
specialist, to what extent did each of the following factors make it difficult or not for you to do so?’
Source: Eurofound’s analysis of EQLS micro-data (2011).
There are various possible reasons behind the fact that countries with high out-of-pocket expenditure do not always show
relatively high proportions of people reporting difficulties in access due to cost. Richer people may choose to spend more
on private sector healthcare (cost being no burden for them). Support for vulnerable groups may be well-targeted or
private incomes could be relatively high. Expenditure on health could come from general tax rather than insurance fees,
which may make service users less likely to feel that they spend a lot on healthcare. There may be no under-the-table
payments.
Among population groups within countries, there are also large differences to be found. People who live in households
with higher per capita income experience fewer access problems than people in lower income quartiles in almost all
Member States. The UK, Spain, Cyprus and Ireland are exceptions. Living in a rural or urban area often became
insignificant in most Member States after controlling for other factors. Nevertheless, in some countries, the problems were
larger in urban areas (Bulgaria and Latvia), while in others (Czech Republic and Slovenia) the opposite was true. In some
countries (Austria, Bulgaria, Poland and Slovakia), women reported more problems than men. In most countries, older
people reported fewer or equal access problems as young people, but in the Czech Republic, Bulgaria, Croatia, Poland,
Lithuania, Latvia and Slovakia, older people reported more problems. While in many other aspects, the comparisons
Impacts of the crisis on access to healthcare services in the EU
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between ‘old’ and ‘new’ Member States seem to have become outdated, with regard to ‘age’ this comparison still makes
sense, with older people being clearly disadvantaged in countries that have joined the EU since 2004.
4
Impacts of the crisis on affordable access
Many people have experienced a decrease in their income. In addition, the cost of basic goods has increased in some
countries, due for example to VAT increases. Furthermore, low income earners reported health problems more frequently
in 2011 than at the onset of the crisis (Figure 1), the very group that can be expected to experience most difficulties in
accessing healthcare services because of cost. 
The EQLS investigates whether cost makes it difficult for people to see a doctor or medical specialist, regardless of the
reasons. It could be due to low income as well as high formal and informal costs. In the EU28, the proportion of people
for whom cost made it ‘very’ or ‘a little’ difficult to access a doctor went from 32% in 2007 to 30% in 2011. Although
this appears to be a positive development, the improvement was small compared to rates of improvement for other
factors – distance, delay in getting an appointment and waiting time. Furthermore, the proportion of people who reported
that cost made access ‘very difficult’ remained unchanged, at 9%. 
Importantly, these average figures for the EU28 mask important differences between countries and population groups.
Increases in the proportion of people reporting difficulties in access due to cost can be observed in various Member
States. This is the case for some countries where difficulties are relatively rare (Estonia, Luxembourg, Netherlands,
Slovenia and Sweden), but mostly in countries where the situation was already unfavourable. In most of these countries,
access has either become more difficult due to cost for all income groups, or the impact of cost has concentrated on the
bottom half of income earners, who already experienced difficulties in this regard, or households which previously had
larger incomes. In a few countries where the situation was already relatively unfavourable, the top income group have
been most affected (Table 3).
Table 3: Countries with an increase in cost-related difficulties 2007–2011, by income group
Note: Based on responses to Question 47, ‘Cost of seeing the doctor’: ‘On the last occasion you needed to see a doctor or medical
specialist, to what extent did each of the following factors make it difficult or not for you to do so?’ An increase was measured as over
a four percentage point increase in the proportion of people responding ‘very’ or ‘a little’ difficult. 
Source: based on Eurofound’s analysis of EQLS micro-data.
The share of people reporting unmet needs due to financial constraints has increased in the EU overall, but only since
2009 (Figure 3). A significant increase occurred in the proportion of unemployed people, migrants and urban populations
experiencing unmet need due to financial reasons, waiting lists or transport-related costs in the majority of the EU
Member States that were the most affected by the financial crisis (Rodrigues et al, forthcoming).
Analysis of unmet need in Greece showed a statistically significant rise, of 43%, in the proportion of respondents
reporting unmet medical need due to financial reasons (could not afford) (Kentikelenis et al, submitted for publication),
after adjusting for people’s age, sex, marital status, level of education and urban or rural residence. 
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Affected income groups Countries
Bottom half income earners Cyprus, Czech Republic, Lithuania, Slovenia, Sweden
Bottom and top half income earners Estonia, Greece, Luxembourg, Malta, the Netherlands
Top half income earners Ireland, Poland, Slovakia
4
Results of an ordinal logit regression (dependent variable: cost made access 2= very difficult, 1=little difficult, 0= not difficult).
Variables included: year (2007 & 2011), age, education, gender, income quartile, urban or rural location and employment status.
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In Estonia, Lithuania, Luxembourg, Malta, the Netherlands, Slovakia and Sweden, cost was a greater barrier to access
in 2007 than in 2011, even after controlling for age, education, gender, income quartile, urban or rural location and
employment status. This finding separates the impact of the crisis from demographic changes between 2007 and 2011.
The fact that employment status is controlled for enables a better understanding of whether increases in access
difficulties are caused by increased unemployment or by other factors. Unemployed people face the greatest barriers to
accessing healthcare in Bulgaria, Estonia and Finland, but after controlling for the other variables as well, it was found
that between 2007 and 2011, this situation only worsened in Estonia. Moreover, the other two countries did not show a
decline in accessibility, even without controlling for unemployment. In other countries where the data suggest an
improvement (most notably Spain), any significance to such changes disappears when controlling for demographic
factors.
Another piece of evidence of reduced access due to cost comes from the Netherlands. This country has a ‘gatekeeping
system’, where people are required to access healthcare services through their general practitioner (GP). The country
also has an ‘own risk’ system: people pay all medical expenses themselves up to €350 per year (up from €220 in 2012),
except GP services, which can be accessed without any cost for the patient. As a consequence, GPs see patients who
might at a later stage opt not to proceed in the medical system as they will need to pay a fee after that first stage. The
national GP association in the Netherlands recently conducted a survey of over 1,000 GPs – 12% of all GPs in the
Netherlands. Almost all GPs (94%) reported that some of the patients they saw do not follow their advice for financial
reasons (LHV, 2013). Most GPs (91%) reported they noticed a strong or moderate increase of this problem. The patients
concerned do not attend the healthcare provider to whom they are referred by their GP, do not attend follow-up
consultations (such as x-rays) or lab tests, or do not purchase certain medicines. Most GPs (72%) say they began noticing
this during the year the survey was conducted or the previous year. A further 16% said they began noticing it more than
two years previously, and 7% reported that this had always been the case. Of all respondents, 62% noticed that at least
once a week, patients did not follow their advice; most of these patients were single or had a low level of education.
In several Member States that have been impacted by the crisis, the EQLS and EU-SILC data do not show a clear decline
in access to affordable healthcare between 2007 and 2011. Previous analyses suggest that economic shocks often affect
health spending a few years afterwards (Cylus et al, 2012).  Several cuts only took effect in 2012 (Social Protection
Committee, 2011). For example, in 2012 Hungary increased co-payments for day care for long-term hospitalised
patients, from HUF 400 to HUF 800 per day. In the same year, Portugal increased co-payments for primary care
appointments from €2.25 to €5, for emergency visits from €3.80 to €10, and secondary care emergency visits from €9.6
to €20 (capped at €50 and with exceptions for those on low incomes, disabled people and people with chronic illnesses).
The effects of the crisis may not appear for some time. Furthermore, unemployment benefits are usually relatively high
directly after becoming unemployed but then gradually decrease causing a lagged impact of the recession on disposable
incomes.
Physical access
Physical access can be made difficult because of issues related to reachability of the service provider or to the
accessibility of the service provider’s venue. 
Reachability may be a problem especially in areas with low population density. For example, travel time to the nearest
hospital can vary a lot within one country even when hospitals are distributed across regions and districts. For example,
the time it takes to reach a hospital ranges from 70 minutes travel time by car for people in the north eastern part of Del-
Alfold in Hungary, more than 60 minutes for those in the northern part of the Polish region Mazowsze and in the northern
part of Navarre in Spain, and over 30 minutes in the northern part of Eastern Austria (Breuer et al, 2013). This only
provides part of the picture; sometimes helicopter emergency services are well developed, and public transport matters
especially when few people have cars. 
Impacts of the crisis on access to healthcare services in the EU
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Analysis of EQLS data reveals that in the EU28, distance from the doctor’s office, hospital or medical centre makes it
either a little or very difficult to access a doctor or medical specialist for 27% of people living in a village or in the
countryside, compared to 21% in more urban areas. Access difficulties are common among people who report having
great or some difficulty accessing public transport (but who do use it), regardless of whether they live in a rural (41%)
or urban (40%) area. People who report no access problems with regard to public transport are least likely to experience
difficulties in accessing healthcare services because of distance, especially if they live in urban areas (15%). (The figure
is 20% for those living in rural areas.) This suggests public transport can facilitate access to healthcare. Problems are not
confined to rural areas, but are also found in urban areas with little access to public transport. People who report that
they don’t use public transport are also more likely to report distance-related access problems, especially in rural areas
(24%) but also in urban areas (21%). So part of the difference between urban and rural settings can be explained by
people reporting limited access to public transport more often in rural (26%) than in urban areas (11%), as well as by the
high proportion of people not using public transport in rural (17%) compared to urban (10%) areas.
Physical barriers can also relate to the architecture of a healthcare venue. One example is poor access for disabled people,
including inaccessible parking areas, uneven access to buildings, poor signage, narrow doorways, internal steps and
inadequate bathroom facilities (WHO and World Bank, 2011). Design limitations may also limit transport options for
people wishing to access healthcare services.
Impacts of the crisis on physical access
The crisis may have made distance-related access problems more of an issue, because of increased public transport costs
for users (reduced public funding), reduced incomes (and thus reduced resources for using private or public transport)
and closure of healthcare services. In most countries the poorest people and people living in rural areas seem to have
suffered most in this respect (Table 4). In some countries, people reported difficulties in accessing medical services
because of distance more often in 2011 than they did in 2007 (Greece and Malta), regardless of their income group and
whether they lived in a rural or urban area. Again, the EU28 average figures mask these developments, as a considerable
improvement was observed overall, with 27% reporting that distance made access very or a little more difficult in 2007,
compared to 22% in 2011.
Table 4: Countries with an increase in distance-related difficulties in accessing healthcare services 2007-2011, by
income and urban/rural
Note: Based on responses to Question 47, Distance to doctor’s office / hospital / medical centre: ‘On the last occasion you needed to
see a doctor or medical specialist, to what extent did each of the following factors make it difficult or not for you to do so?’ An increase
is measured as over a four percentage point increase in the proportion of people responding ‘very difficult’ or ‘a little difficult’ to this
question.
Source: Eurofound’s analysis of EQLS micro-data.
The crisis not only seems to have made it more often difficult for people to access healthcare services due to distance;
there is also evidence that it has led to unmet medical need. In particular, the proportion of people in Greece reporting
unmet medical need due to geographical distance almost tripled between 2007 and 2011 (Kentikelenis et al, submitted
for publication), after adjusting for people’s age, sex, marital status, level of education and urban or rural residence.
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Category Countries
Living in rural areas Germany, Slovakia
Bottom half of the income range France, the Netherlands
Bottom half of the income range in rural areas Luxembourg
Top half of the income range in rural areas Latvia, Poland
Rural areas and bottom half of the income range in urban areas Estonia, Slovenia
Rural and urban areas, on both the bottom and top halves of the income range Greece, Malta
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Furthermore, during a crisis it is less likely that funds are available to remove such barriers related to the architecture of
healthcare service venues and design of public transport. 
Informed access
One may be entitled to certain types of healthcare services, but not know about this entitlement, or not know how to
access the relevant care. Support may be available, but people may not know about it or may not be aware of how to
apply for it. System complexity and limited or ill-targeted information may play a role, combined with low assertiveness
among service users, and literacy and language problems. Lack of familiarity with the system may also play a role, with
newcomers being in a disadvantaged situation, whether they are internal EU migrants or come from outside of the EU
(Mladovsky et al, 2012a).
In a survey of over 8,000 patients of Doctors of the World clinics in 14 cities in seven Member States, lack of knowledge
of one’s rights or understanding of the health system (21%), as well as administrative problems (20%), were the most
frequently cited barriers to accessing healthcare (Chauvin and Simonnot, 2013).
A survey of the Roma population in 11 EU Member States found that Roma were generally less likely to say they were
covered for healthcare than were non-Roma (FRA and UNDP, 2012). In three of the 11 countries, the difference was
more pronounced: in Bulgaria, Greece and Romania, around 45% of Roma reported having medical insurance compared
to around 85% for the non-Roma population. This difference may partly be explained by coverage. In addition, Roma
may be less likely than others to know about their entitlements. This difference was relatively small in some other
countries. In France, Hungary, Poland, Portugal, Slovakia and Spain, reported coverage for both groups was around 90%
or more. It was around 80% in the Czech Republic and Italy. 
‘Informed access’ may also be caused by lack of awareness among healthcare providers. For example, in the Netherlands
there is a fund that healthcare providers can draw upon when people in vulnerable situations seek to access services to
which they are not entitled and which they cannot afford. Nevertheless, as potential users of this fund, healthcare
providers are not always aware of its existence or of how to access it. This is reflected in the low level of use since it
came into existence (Karl-Trummer, 2013).
Impacts of the crisis on informed access
The impacts of the crisis are hard to predict with regard to informed access. On the one hand, fewer resources may be
available for investment in information provision, outreach centres and language services. On the other hand, there may
be an additional incentive to reduce cost in complex administrative systems by simplifying them, and problems for
groups in vulnerable situations may become more visible, with the result that additional help is provided for access to
relevant services.
Timely access
One might be covered for healthcare, know about the service, be able to access it easily physically, have no problem
paying for it and still face problems in accessing it, due to waiting times to make an appointment, waiting periods at the
location of the healthcare provider, waiting times for referrals and opening hours of the service. 
Waiting lists are a key complaint in the EU, especially for appointments with specialists (European Commission, 2012).
Waiting lists differ considerably across Member States, and are even present in countries that are generally known for
not having waiting lists (Figueras et al, 2004). After controlling for age, education, gender, income quartile and
employment status (see below), EQLS data show that in some countries rural areas are particularly disadvantaged in
Impacts of the crisis on access to healthcare services in the EU
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terms of delays to get an appointment (Croatia, France, Luxembourg, Slovenia and Sweden), while in other countries,
urban areas are more disadvantaged (Belgium, Bulgaria, Estonia, Greece, Latvia, Lithuania and Poland). 
People in low socioeconomic groups are least likely to be able to circumvent waiting lists (for example by going to the
private sector or travelling abroad) because of lack of confidence, resources and knowledge, and because of less
developed language skills (Flear, 2009). Waiting times may vary by service. In a recent qualitative study, patients in
several of the Member States that joined the EU since 2004 spoke of limited access to diagnostic tests, GPs and
specialists due to waiting times (European Commission, 2012). This was most common in rural areas.
EQLS data reveal that there seems to be some trade-off in the EU28 between delays in getting an appointment and
affordable access. Some countries, like the Netherlands and Sweden, do very well, while others, like Italy and Greece,
do very badly on both accounts. Others do well in affordable access, but delays in getting an appointment often make
access difficult (Croatia, Estonia, Hungary and Slovenia). Finally, Cyprus, Ireland, Lithuania and Romania do well in
terms of timely access, but not in cost (see Appendix Table A1).
Whether such issues are a problem for the user depends, to some extent, on individual characteristics. For example, care
and employment responsibilities may make it difficult to access healthcare providers during opening hours, and even
small delays may cause difficulties for people who cannot be long away from home or work. Waiting at the location of
the healthcare service may be more of a barrier for people with certain disabilities. This is confirmed by EQLS 2011 data
analysis. The waiting time required to see a doctor on the day of an appointment made it very difficult for 11% of all
people in the EU28. Those who were limited in their daily activities by a chronic physical or mental health problem or
disability more often (14%) reported waiting time making it very difficult for them than other people (9%). This
difference is observed across age groups. 
The extent to which waiting times, both at the venue and to make an appointment, is a barrier also depends on medical
conditions. Analysis of data from the Survey of Health, Ageing and Retirement in Europe (SHARE) of older people in
nine EU Member States shows that people with low incomes and low education generally experience relatively long
waiting times for non-emergency surgery and specialist consultation (Siciliani and Verzulli, 2009). This has partly been
explained by differences in degree of assertiveness in searching and complaining, but it may also be due to a
geographical concentration of low-income groups in areas with poor local services, such as deprived rural or urban areas.
Impacts of the crisis on timely access
The increased demand for certain healthcare services in combination with limited supply may have led to increased
waiting lists to receive medical care. Sometimes an increase in waiting times can be marked by an explicit rationing
policy (Thompson and Mossialos, 2009). Estonia is one example of this, where the official maximum waiting time for
outpatient specialists’ visits increased in March 2009 from four to six weeks (Habicht, 2012).
Delays in getting an appointment with a doctor was cited as a barrier less frequently in 2011 (39%) than in 2007 (42%).
The same holds true for waiting times on the day of an appointment, down from 46% in 2007 to 42% in 2011.
Nevertheless, in several countries delays in getting an appointment were often greater in 2011 than in 2007. In Cyprus,
Finland, France, Greece, Malta and Poland, delays in getting an appointment made it more difficult in 2011 than in 2007
for people to see a doctor. This persists even after controlling for age, education, gender, income quartile, urban/rural,
and employment status.
5
Waiting time on the day of the appointment also made access more difficult in a smaller number
of Member States. This was not limited (except in the UK) to low income groups (Table 5).
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5
Results of an ordinal logit regression (dependent variable: delay in getting an appointment made access 2= very difficult, 1=little
difficult, 0= not difficult), alpha = 0.1.
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Table 5: Countries with an increase in waiting time-related difficulties in accessing healthcare services 2007-2011, by
income 
Note: This presents data from Question 47, ‘Waiting time to see doctor on day of appointment and Delay in getting appointment’: ‘On
the last occasion you needed to see a doctor or medical specialist, to what extent did each of the following factors make it difficult or
not for you to do so?’ An increase is measured as over a four percentage point increase in the proportion of people responding ‘very
difficult’ or ‘a little difficult’.
Source: based on Eurofound’s analysis of EQLS micro-data.
In Spain the sharpest increase in waiting lists, since centralised data collection started in 2004, took place between mid-
2012 and mid-2013. The number of people waiting for surgery increased by 6.4% and the average duration of this
waiting period grew from 76 to 100 days, with many people waiting more than the legal maximum that applies to some
procedures (El Pais, 2013).
As a consequence of the crisis, the proportion of people who are not in employment has increased in most Member
States. Lack of time, either to wait for healthcare or to reach the provider within opening hours, can thus be expected to
be less of a problem. Indeed, in Spain the proportion of people who report unmet medical needs because they did not
have the time to go to the doctor has decreased, from 2.0% in 2009 (when it was at its highest level) to 1.3% in 2011
(Eurostat, 2013). As well as not receiving treatment, access may be made difficult because it is hard to find the time
required. EQLS only includes a question about ‘lack of time due to employment or caring responsibilities’ in 2011 for
the first time, but results do reveal something about the potential impact of the crisis. Among people in employment, in
the EU28 as a whole, 10% reported that finding time made it very difficult to access healthcare services while another
27% said it made it a little difficult. Unemployed people experience this difficulty less often: 3% reported finding time
made it very difficult, while 14% reported it made it a little difficult. This difference was consistent across all Member
States, except Finland. The length of time required, both to get an appointment and, in particular, to wait on the day of
the appointment, may also have become less of an issue due to other barriers in accessing healthcare.
Other barriers to access
Good quality healthcare services may be available, but in practice may not be sought or offered. This can occur for a
range of reasons.
Not seeking care
Various reasons may exist for not seeking the healthcare services to which one is entitled. Preferences (Busse et al, 2011)
and habits in healthcare usage (sometimes personal, sometimes engrained in culture) play a role, as do attitudes towards
healthcare. Many people in the EU report unmet needs because they wanted to wait and see if the problem got better on
its own, in particular in Hungary (3.9%) and Sweden (5.3% in 2011) (Eurostat, 2013). Anticipated low quality care, a
lack of trust in or fear of service providers and a lack of trust in the ability of medicine to provide an effective treatment
can also be barriers to seeking healthcare services, as can anticipated negative interactions with the service provider.
Relevant factors for the potential service user can include the language or dialect spoken, migrant or minority ethnic
status, having a physical or intellectual disability, gender (for example, expecting to be attended by a medical
professional of the opposite sex), religion, and not having a fixed address. Cultural differences also play a role
(EUGATE, 2009), including country and cultural norms regarding health, intercultural communication, dress code,
attitudes to nudity, dietary requirements, and gender roles.
Impacts of the crisis on access to healthcare services in the EU
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Category
Difficulty caused by delay in getting
an appointment 
Difficulty caused by time waiting
on the day of the appointment
Both bottom and top half of the income range Cyprus, Estonia, Finland, Greece, Malta Greece, Malta
Bottom half of the income range UK UK
Top half of the income range France, Poland, Slovakia Denmark, France
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One barrier for undocumented migrants may be fear of deportation. In Germany, undocumented immigrants have the
right to publicly funded healthcare services, but the healthcare providers have to ask for funding at the social security
office. This social security office, in turn, has the obligation to report the undocumented migrants to the police.
Anticipating this, undocumented migrants are unlikely to seek non-emergency care. 
The fear of being stigmatised is another possible reason for not seeking care. This might be a particular issue for people
suffering from particular health conditions and belonging to specific demographic groups. An example includes people
with mental health problems (McDaid, 2008). Stigma surrounding mental health may be more pronounced for people
living in some rural areas, minority ethnic communities and young people (Jenull et al, 2012; McDaid, 2008), and this
may be equally true for other medical conditions.
Impacts of the crisis on seeking needed care
The prevalence of certain medical conditions for which such problems are generally more pronounced (e.g. mental
health problems) has risen because of the crisis. As a consequence, not seeking care is expected to be a barrier to
accessing healthcare for a larger proportion of the population. One strong example is the rise in mental health problems.
Furthermore, some reasons for not seeking care may have increased. An example is that of pregnant women who may
be less likely to access healthcare for fear of losing their job (WHO, 2013).
Not being offered appropriate care
Even when healthcare is sought, services may not be offered appropriately. At the system level, there may be theoretical
equality, but in day-to-day dealings with clients, service providers have discretion. This does not always need to imply
a barrier to access, however. For example, undocumented migrants may not be entitled to certain basic healthcare
services in some countries, but in practice healthcare providers may still offer them these services free of charge.
Other barriers may include outright discrimination, by barring access or providing better care to some than to others.
This can relate to the medical condition concerned, but also, for instance, to someone’s ethnicity, gender, sexual
orientation or disability status. A recent study found that patients with chronic illnesses and conditions tended to be more
critical of their country’s healthcare systems than others. Some reported that their involvement in healthcare was
inhibited by doctors’ lack of empathy and consideration, and by insufficient explanation of treatments (European
Commission, 2012). With regard to immigrants, another study (EUGATE, 2009) points to negative attitudes among staff
and patients, including discrimination and lack of trust. One in ten lesbians, gays, bisexuals and transgender persons who
had accessed healthcare services in the 12 months before they participated in a recent survey reported they felt personally
discriminated against by healthcare personnel, with particularly high rates for transgender respondents (19%) (FRA,
2013b). Discrimination was considered more common in healthcare services than in social services.
These barriers are not always due to the service provider, or to the interaction between service provider and patient. They
may also be caused by technology. Medical equipment is, for example, not always designed for people with certain
characteristics or disabilities (WHO and World Bank, 2011).
Impacts of the crisis on care being offered
The crisis may lead to increased xenophobia (Chauvin and Simonnot, 2013), increased selectiveness by healthcare
workers due to decreased resources, lack of funds for ‘facilitating measures’ (such as translators), increased stress levels
and eroded motivation among healthcare professionals due to cuts in staff and worsening working conditions. It can also
lead to increased demand among certain groups that were already subject to discrimination or that have become so.
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Lastly, in several Member States the proportion of people reporting unmet medical needs for ‘other reasons’, not
captured by EU-SILC’s answering categories, has increased (Germany, Portugal, Slovakia, Spain, UK). This suggests
that it is important to realise that new barriers may have appeared during the crisis, which may not have been considered
yet. 
Impacts of the crisis on access to healthcare services in the EU
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Previous research has identified initiatives aimed at enhancing access to healthcare for groups in vulnerable situations.
Most of them concern longer-standing initiatives that existed before the crisis. An overview of relevant initiatives is
given here, followed by a discussion of the impact of the crisis on them.
Initiatives that enhance access 
Some measures have been based on facilitating entitlement to healthcare access among groups in vulnerable situations.
National initiatives frequently exempt such groups from cost-sharing requirements, in particular low income groups,
unemployed people, those who are chronically ill and older people. Initiatives aimed at reducing cost for the patient may
also be initiated less formally and systematically at the service provider level. In the Dutch GP survey mentioned above
(LHV, 2013), GPs reported searching for alternatives (76%), such as cheaper medicine or a repeat visit rather than a
referral to the hospital (the latter is subject to payment by the patient, while the GP visit is not). Many (62%) also
responded by telling the patient about the health consequences of not following their advice, thus trying to encourage
the patient to prioritise this expenditure.
Other initiatives are aimed at reducing the barriers to ‘informed access’. The ‘Guide to Healthcare’ for immigrants in
Spain provides information about the healthcare system in Arabic and English, as well as Spanish (European
Commission, 2008). Improving communication, for instance by graphical illustrations, can also improve access
(Karamitri et al, 2013). The ‘Thalis’ project in Greece is another example of removing barriers to informed access. It
aims at establishing a website and information kiosks (in public, but protected, places in Athens and Thessaloniki), where
people can access information about publicly funded services, in English and other languages, as well as about the rights
of immigrants with regard to access to healthcare services, co-payments, and the identification of symptoms of the most
frequent or dangerous infectious diseases. In the UK, several small-scale programmes have produced documents
mapping local health and social services, such as maps for homeless clients. In the Netherlands there are websites, such
as ‘KiesBeter’, which are designed to help people making choices in the healthcare system, including choices between
social health insurers and services (European Commission, 2008).
Other initiatives aim to remove barriers to ‘informed access’ and ‘physical access’, bringing care closer to the
community. They include, for example, initiatives targeted at older people such as community centres for older people
and programmes aimed at joined-up working to improve access to a range of health, social care and community services;
examples include KAPI in Greece, LinkAgePlus and Partnerships for Older People in the UK (European Commission,
2008) and ‘care-friendly districts’ in the Netherlands (Saltman et al, 2006). It has been demonstrated that older people
like to have common entry points for services, which makes access easier, including having complex needs assessments
done in a uniform way. They also prefer to see a practitioner with whom they are familiar (European Commission, 2008).
This may also be the case for the general population. In relation to people with mental health problems, outreach centres,
24-hour helplines, and the coordination of ‘gateway workers’ were found to enhance access in the UK (European
Commission, 2008). 
Simplifying the system can also improve healthcare accessibility. This can entail single entry points in the community,
and enhanced systems that require little action by users. In systems where people must choose a basic health insurance
package (such as the Netherlands and Germany), it can help to standardise packages for comparison purposes and to
develop proactive approaches in cases where people do not understand or take the time to select an insurance package.
In tax-based systems such as Denmark, the UK and Spain, this is less relevant as people are automatically covered by
the basic package, although they may not be aware of this. 
Stability is another issue. It is important to understand the impact of changes to the system on people who may not be
directly aware of them. 
Maintaining access in the face of economic crisis
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Some initiatives are aimed at achieving access among people who might not seek healthcare services, even though they
need them and are entitled to them. For example, the ‘anti-stigma’ campaign ‘Open Doors’ in Germany is specifically
for people with mental health problems (European Commission, 2008). There is also a role for the media in addressing
stigma (McDaid, 2008). Training people from groups in vulnerable situations themselves to serve as cultural mediators
can further enhance accessibility, particularly in addressing cultural barriers (Karamitri et al, 2013). For example, ‘Roma
health mediators’ in Finland and Romania are persons of Roma origin who mediate between doctors and Roma patients
during medical consultation and communicate with the Roma community on behalf of the public health system. In
Germany, ‘scout services’ for migrant patients by migrants, represent another example (European Commission 2008).
There are also programmes that target specific conditions among minority groups. For example, ‘the bridge’ programme
in the Netherlands focuses on migrant women with psychological symptoms, providing culturally sensitive information,
counselling in the migrant’s native language, and liaising with health services via migrant health educators (European
Commission, 2008).
Other initiatives are aimed at reducing the possibility that care, once sought, was not offered, or not correctly offered.
For example, staff training was identified in several studies with regard to migrants as playing a crucial role in preventing
healthcare workers from appearing discriminatory and culturally inappropriate (EUGATE, 2009; Karamitri et al, 2013).
Through initiatives involving mediators, such as the Roma project mentioned above, health mediators can accompany
vulnerable people during a medical consultation. Anti-discrimination legislation and effective implementation also help,
as does the exchange of information on the use of legal instruments to tackle discrimination (McDaid, 2008). For
migrants, the use of medical and cultural mediators, transcultural education and stronger linkages among medical
facilities are all important in reducing accessibility problems (Karamitri et al, 2013).
Promoting initiatives during the crisis
Public funding for initiatives to enhance access may be less readily available in the context of funding cuts. One can
expect three challenges with regard to such initiatives.
Existing initiatives may have lost financial support. This is expected to have an adverse impact on access to healthcare
services.
Little support for new initiatives and adjustment of existing ones to the demands of the crisis. This is due to new
groups finding themselves in vulnerable situations, while other groups in vulnerable situations become larger and their
situation more vulnerable and with different needs. Reduced funding opportunities may make such responsiveness to the
context challenging.
Few resources for adjustment to certain longer-term trends in healthcare service provision. For example, there is
a move away from inpatient care and towards outpatient care. Independent living is facilitated not only for people with
chronic health problems, but also for people with disabilities, and there is a drive to support care in the community. If
well managed, these trends can both improve quality of life and reduce costs, and may therefore be accelerated during
an economic crisis. Nevertheless, it is a challenge to make investments in these measures with limited resources and
without reducing access.
Those responsible for developing and implementing initiatives that seek to limit the negative impact of the crisis on
access to healthcare may include professional organisations, interest groups, local governments, regional governments,
national governments and services providers. If successful, both users and healthcare service providers will notice their
impact, but there is a need for more documentation and evaluation of these initiatives.
Impacts of the crisis on access to healthcare services in the EU
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The crisis has clearly had an impact on access to healthcare services. The nature of this impact is complex. Much relevant
research has been conducted, and further research is ongoing, but there are still important gaps to fill to inform
policymakers and service providers.
What has been done and what can be added?
Research has revealed access-related problems in the past (see for example European Commission, 2008; ILO, 2011).
The health impacts of the crisis have also been examined (see for example Rechel et al, 2011; Karanikolos et al, 2013).
Nevertheless, evidence is more limited on how access to healthcare services has been affected by the recent crisis. The
impacts of the crisis on access to healthcare can be expected to be multiple and complex. As outlined above, the crisis
can be expected to have affected the various dimensions of access in different ways. Furthermore, in some Member
States there has been a particularly stark increase in ‘other reasons’ for unmet care, not captured by the answer categories
in the EU-SILC survey, suggesting that new types of access problems have emerged.
Recent research has identified groups in vulnerable situations with regard to accessing healthcare (European
Commission, 2008; Doctors of the World, 2012; FRA, 2013a). Less is known about the impacts of the crisis on these
groups, which new groups may have emerged, and which groups in vulnerable situations have maintained access to
healthcare. Research has tended to focus on specific groups in vulnerable situations, on specific access problems
(frequently limited to formal entitlements), on specific medical conditions, in specific countries. There is less cross-
national EU research available that has a broader perspective on access and groups in vulnerable situations. As discussed
above, the impact of the crisis on different groups can be expected to vary, in terms of the degree to which access has
been affected, along which dimensions, and the mechanism through which this occurred.
Health system reforms triggered by the crisis have been mapped (Mladovsky et al, 2012b), but less attention has been
placed on the implementation of these measures, the impact they are having on the ground and the responses of affected
service providers. As shown here, the impact of the crisis goes beyond cuts alone. Little is known about what lies behind
indications, in macro-level data from surveys and other sources, of worsening access for some and more stable access
for other groups in vulnerable situations in various Member States. 
Research has identified what can be done to improve access; see for example, European Commission (2008) and
Karamitri et al (2013). Less is known about whether, amidst all the crisis-related measures, such initiatives have
diversified or narrowed in scope, strengthened or weakened, changed target group or not. Some service providers and
governments may have taken measures to limit the negative impact of the crisis on access to healthcare services, or they
may have developed initiatives to mitigate the negative impact on access for some groups in vulnerable situations.
Next steps
Eurofound’s work on healthcare in the context of the crisis has three broad objectives. It aims to develop a better
understanding of how access to healthcare services has been affected by the crisis, and to identify groups that have been
particularly affected by the crisis in terms of reduced access to healthcare services. In order to achieve these first two
objectives, Eurofound draws on a review of the literature and analysis of European-level datasets. Some findings have
been presented in this report, but further reviews and analyses will be presented in the forthcoming overview report. 
In addition, Eurofound will draw on country studies, which will include a general overview of the available data and
literature at the national level, as well as interviews with key stakeholders. The country studies will concern EU Member
States that have been most adversely affected by the crisis, as well as wealthier Member States that have experienced
economic decline as well as cuts in health expenditure. 
Conclusions
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In order to illustrate the impact of the crisis, studies of various healthcare service providers will be conducted. This will
provide an insight into some of the macro-level data, and anticipated developments among people delivering services. 
It is important to acknowledge the limitations of this research plan. These include the short amount of time that has
passed since the measures were implemented, the lack of data (Karanikolos et al, 2013), and the limited scope of this
project.
As a third objective, Eurofound aims to identify initiatives that have reduced or mitigated the negative impact of austerity
measures on access to healthcare services. In order to achieve this, this research project aims to identify groups in
vulnerable situations for whom access may not have worsened as much as expected. Case studies will be a key source
here, specifically those of healthcare measures that appear to have mitigated, or decreased, the negative impact of the
crisis on healthcare access. Case studies may also deal with national or regional government measures, or other
stakeholder initiatives. The case study then serves to illustrate the impact of these measures in practice on the ground. 
Limitations also arise regarding this stage of the research. It may not be realistic to expect initiatives to fully offset the
impact of the crisis on access to healthcare services. Furthermore, any successful model that is identified may not be
transferable to other regions, countries, service providers or population groups. 
The analysis will also draw on expert input, through reviews of analysis and workshops.
The overall aim of this project is to inform the healthcare policy debate. By addressing these three objectives, it seeks
to enable policymakers, service providers and social partners to learn from different experiences and to consider various
methods for maintaining and improving access to healthcare in a challenging environment.
Impacts of the crisis on access to healthcare services in the EU
© European Foundation for the Improvement of Living and Working Conditions, 2013
29
All Eurofound publications are available at www.eurofound.europa.eu.
ASEF (2013), Bringing the migrant health discourse into policy – Second research exchange workshop and public
briefing, Asia-Europe Foundation, the Philippines. 
Breuer, I.M., Milbert, A., Foss, O., Humer, A., Palma, P., Rosik, P., Stepniak, M. and Velasco, X. (2013), European Atlas
of Services of General Interest, ESPON and Federal Institute for Research on Building, Urban Affairs and Spatial
Development, Bonn.
Busse, R., van Ginneken, E. and Wörz, E. (2011), ‘Access to health care services within and between countries of the
European Union’, in Wismar, M, Palm, W., Figueras, J., Ernst, K. and van Ginneken, E. (eds) Cross-border Health Care
in the European Union, European Observatory on Health Systems and Policies, WHO Regional Officer for Europe,
Denmark.
Chauvin, P. and Simonnot, N. (2013), Access to healthcare of excluded people in 14 cities of 7 European countries. Final
report on social and medical data collected in 2012, Médecins du Monde/Doctors of the World International Network,
Paris. 
Council of the European Union (2006), Council conclusions on common values and principles in EU health systems –
2733rd Employment, Social Policy, Health and Consumer Affairs Council meeting, 1–2 June 2006, Brussels.
Council of the European Union (2010), Council conclusions on equity and health in all policies: solidarity in health –
3019th Employment, Social Policy, Health and Consumer Affairs Council meeting, 8 June 2010, Brussels. 
Council of the European Union (2011), Council conclusions on closing health gaps within the EU through concerted
action to promote healthy lifestyle behaviours, 3131st Employment, Social Policy, Health and Consumer Affairs,
Council meeting, Brussels, 1 and 2, December 2011. 
Cylus, L., Mladovsky, P., and McKee, M. (2012), Is there a statistical relationship between economic crises and changes
in government health expenditure growth? An analysis of twenty-four European countries, Health Services Research,
Vol. 47, No. 6, pp. 2204–2224.
Devaux, M. and de Looper, M. (2012), Income-related inequalities in health service utilisation in 19 OECD countries,
2008–2009, OECD Health Reports, No. 58, OECD Publishing, Paris. 
Doctors of the World (2012), Access to health care for vulnerable groups in the European Union in 2012 – An overview
of the condition of persons excluded from healthcare systems in the EU, Paris. 
El Mundo (2013), ‘Las quejas sobre sanidad se triplicaron en 2012’, 27 February.
El Pais (2013), ‘Las listas de espera baten récord y pasan de 76 a 100 días en seis meses’, 25 August.
EUGATE (2009), EUGATE summary of good practice for the UK, London. 
Eurofound (2009) Second European Quality of Life Survey, Publications Office of the European Union, Luxembourg.  
Bibliography
© European Foundation for the Improvement of Living and Working Conditions, 2013
30
Eurofound (2012a), Third European Quality of Life Survey – Quality of life in Europe: Impacts of the crisis, Publications
Office of the European Union, Luxembourg. 
Eurofound (2012b), Household debt advisory services in the European Union, Dublin. 
Eurofound (2012c), Living conditions of the Roma: Substandard housing and health, Dublin.
Eurofound (2013), Mobility and migration of healthcare workers in central and eastern Europe, Dublin.
Eurofound (2013a), Quality of life in Europe: social inequalities, Publications Office of the European Union,
Luxembourg.
Eurofound (2013b), Household over-indebtedness in the EU: the role of informal debts, Dublin.
European Commission (2008), Quality in and equality of access to healthcare services, Directorate-General for
Employment, Social Affairs and Equal Opportunities, Brussels. 
European Commission (2009), Communication – Solidarity in health: Reducing health Inequalities in the EU,
EU COM(2009) 567. 
European Commission (2010), EUROPE 2020: A strategy for smart, sustainable and inclusive growth, COM(2010)
2020 final, Brussels.
European Commission (2011), Can patients in Central and Eastern European countries cope with increased charges for
public health care services? Preliminary findings from the ASSPRO CEE 2007 project, European Policy Brief. 
European Commission (2012), Patient involvement: Eurobarometer qualitative study, Brussels. 
European Commission (2013a), Investing in health, Staff working document, SWD(2013).
European Commission (2013b), Europe 2020 – Country specific recommendations, available at
http://ec.europa.eu/europe2020/making-it-happen/country-specific-recommendations/. 
European Commission and Economic Policy Committee (2010), European economy: Joint report on health systems,
Occasional Papers 74, European Commission, Brussels. 
European Parliament (2013), Motion for a European Parliament resolution on impact of the crisis on access to care for
vulnerable groups (2013/2044(INI)), Brussels. 
Eurostat (2013), Online database, accessed 17 July 2013, available at
http://epp.eurostat.ec.europa.eu/tgm/table.do?tab=table&init=1&language=en&pcode=tec00115&plugin=1. 
Figueras, J.,  Saltman, R.B., Busse, R., Dubois, H.F.W. (2004), ‘Patterns and performance in social health insurance
systems’, in Saltman, R. B., Busse, R., Figueras, J. (2004), Social health insurance systems in western Europe, Open
University Press, Maidenhead. 
Impacts of the crisis on access to healthcare services in the EU
© European Foundation for the Improvement of Living and Working Conditions, 2013
31
Impacts of the crisis on access to healthcare services in the EU
Flear, M. L. (2009), ‘The open method of coordination on health care after the Lisbon Strategy II: Towards a neoliberal
framing?’, in Kroger, S. (ed.), What we have learnt: advances, pitfalls and remaining questions in MC research,
European Integration online papers, Special Issue 1, Vol. 13, Art. 12.
FRA and UNDP (2012), The situation of Roma in 11 EU Member States, Publications Office of the European Union,
Luxembourg. 
FRA (2013a), Inequalities and multiple discrimination in access to and quality of healthcare.
FRA (forthcoming), The cost of exclusion from healthcare.
FRA (2013b), European Union lesbian, gay, bisexual and transgender survey, Publications Office of the European
Union, Luxembourg. 
Gili, M., Roca, M., Basu, S., McKee, M. and Stuckler, D. (2012), ‘The mental health risk of economic crisis in Spain:
evidence from primary care centres, 2006 and 2010’, European Journal of Public Health, pp. 1–5.
Habicht, T. (2012), Estonia: crisis reforms and the road to recovery, Eurohealth, Vol. 18, No. 1, pp. 10–11.
ILO (2011), Addressing inequalities in access to health care for vulnerable groups in countries of Europe and Central
Asia, Social Security Policy Briefings, Paper 8, Security for All, ILO, Geneva.
Jenull, B., Salem, I. and Mir, E. (2012), ‘The care situation, stigmatization and requirements of people with mental health
problems in rural areas’, Advances in Applied Sociology, Vol. 2, No. 4, pp. 268–273.
Karamitri, I, Bellali, T., Galanis, P. and Kaitelidou, D. (2013), ‘The accessibility of vulnerable groups to health services
in Greece: a Delphi study on the perceptions of health professionals’, The International Journal of Health Planning and
Management, Vol. 28, No. 1, pp. 35–47.
Karanikolos, M., Mladovsky, P., Cylus, J., Thomson, S., Basu, S., Stuckler, D., Mackenbach, J.P. and McKee, M. (2013),
‘Financial crisis, austerity, and health in Europe’, The Lancet, Vol. 381, No. 9874, pp. 1323–1331. 
Karl-Trummer, U. (2013), Personal communication with director of the European project ‘Health Care in
NowHereland’.
Kentikelenis, A., Karanikolos, M., Papanicolas, I., Basu, S., McKee, M. and Stuckler, D. (2011), Health effects of
financial crisis: omens of a Greek tragedy, The Lancet, Vol. 378, pp. 1457–1458.
Kentikelenis, A., Karanikolos, M., Reeves, A., McKee, M. and Stuckler, D. (submitted for publication), ‘Greece’s health
crisis: from austerity to denialism’. 
LHV (2013), Enquete over zorgmijden. Landelijke Huisartsen Vereniging (LHV), available at
http://lhv.artsennet.nl/Actueel/Nieuws6/Nieuwsartikel/Economische-crisis-dringt-door-tot-spreekkamer-huisarts.htm. 
Mas, N., Cirera, L. and Vinolas, G. (2011), Los sistemas de copago en Europa, Estados Unidos y Canada: Implicaciones
para el caso Espanol, DI-939, Rev. 2/2012, IESE Business School.
© European Foundation for the Improvement of Living and Working Conditions, 2013
32
McDaid, D. (2008), Countering the stigmatisation and discrimination of people with mental health problems in Europe,
European Commission, Brussels.
McIntyre, D., Thiede, M. and Birch, S. (2009), ‘Access as a policy-relevant concept in low- and middle-income
countries’, Health Economics Policy and Law, Vol. 4, No. 2, pp. 179–193.
Mladovsky, P., Ingleby, D., McKee, M. and Rechel, B. (2012a), ‘Good practices in migrant health: the European
experience’, Clinical Medicine, Vol. 12, No. 3, pp. 1–5.
Mladovsky, P., Srivastava, D., Cylus, J., Karanikolos, M., Evetovits, T., Thomson, S. and McKee, M. (2012b), Health
policy responses to the financial crisis in Europe, World Health Organisation, Policy Summary 5. 
Montanari, I. and Nelson, K. (2013), ‘Social service decline and convergence: How does healthcare fare?’ Journal of
European Social Policy, Vol. 23, No. 1, pp. 102–116.
Morgan, D. and R. Astolfi (2013), Health spending growth at zero: Which countries, which sectors are most affected?,
OECD Health Reports, No. 60, OECD Publishing, Paris. 
Rechel, B., Suhrcke, M., Tsolova, S., Suk, J., Desai, M., McKee, M., Stuckler, D., Abubakar, I., Hunter, P., Senek, M.
and Semenza, J. (2011), Economic crisis and communicable disease control in Europe: A scoping study among national
experts, Health Policy, Vol. 103, No. 2–3, pp. 168–175.
Rodrigues, R., Zólyomi, E. and Matsaganis, M. (forthcoming), The impact of the financial crisis on unmet need for
health care, Research Note 07/2013, prepared for the European Observatory on the Social Situation, European
Centre/University of Athens, Vienna/Athens.
Saltman, R. B., Dubois, H. F. W. and Chawla, M. (2006), The impact of aging on long-term care in Europe and some
potential policy responses, International Journal of Health Services, Vol. 36, No. 4, pp. 719-746.
Siciliani, L. and Verzulli, R. (2009), ‘Waiting times and socioeconomic status among elderly Europeans: evidence from
SHARE’, Health Economics, Vol. 18, No. 11, pp. 1295–1306.
Sienkiewicz, D. (2010), Access to health services in Europe, European Social Watch Report 2010: Time for Action –
Responding to Poverty, Social Exclusion and Inequality in Europe and Beyond, Eurostep, Brussels.
Social Platform/SPC (2012), Social platform contribution to the annual SPC report for 2012 – Threats to social cohesion
in Europe, Brussels.
Social Protection Committee (2010), A voluntary European quality framework for social services, SPC/2010/10/8 final,
Brussels. 
Social Protection Committee (2011), Third report on the social impact of the economic crisis and ongoing fiscal
consolidation, Brussels. 
Theodorou, M., Charalambous, C., Petrou, C. and Cylus, J. (2012), Cyprus: Health system review, Health Systems in
Transition, Vol. 14, No. 6, pp. 1–128.
Impacts of the crisis on access to healthcare services in the EU
© European Foundation for the Improvement of Living and Working Conditions, 2013
33
Impacts of the crisis on access to healthcare services in the EU
Thomson, S. and Mossialos, E. (2009), Private health insurance in the European Union, European Commission,
Brussels.
Vogel, L. (2011), Restructurings, working conditions and health, Health and safety at work magazine, Autumn/winter
issue, pp. 14–18.
WHO and World Bank (2011), World report on disability, WHO, Geneva. 
WHO (2010), Health systems financing – the path to universal coverage, Geneva. 
WHO (2011), Depression amidst depression: Mental health effects of the ongoing recession, WHO Regional Office for
Europe, Copenhagen. 
WHO (2012), Health 2020: A European policy framework supporting action across government and society for health
and well-being, WHO Regional Office for Europe, Copenhagen. 
WHO (2013), Health systems in times of global economic crisis: an update of the situation in the WHO European
Region, WHO Regional Office for Europe, Oslo. 
© European Foundation for the Improvement of Living and Working Conditions, 2013

35
Table A1: Difficulties in access, 2011
Note: Based on responses to the following question: ‘On the last occasion you needed to see a doctor or medical specialist, to what
extent did each of the following factors make it difficult or not for you to do so? 1) Very difficult; 2) A little difficult; 3) Not difficult
at all (Not applicable/ never needed to see doctor)’. Countries are presented by the proportion of people reporting no difficulties with
any of the five factors. 
Source: Eurofound’s analysis of EQLS micro-data.
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Country average indicator of the difficulty posed by each
factor to see a doctor (1=very difficult, 2=a little difficult,
3=not difficult at all) 
No
difficulties
because of
any of the
five factors
Factors making it ‘very difficult’ to see a doctor
Delay
appointment Distance Waiting time Cost Time
Delay
appointment Distance Waiting time Cost Time
Sweden 2.72 2.89 2.82 2.89 2.82 59% 5% 2% 3% 2% 2%
Netherlands 2.79 2.83 2.71 2.79 2.80 53% 4% 3% 5% 5% 2%
Spain 2.63 2.83 2.57 2.89 280 52% 8% 3% 7% 2% 3%
Finland 2.64 2.85 2.75 2.86 2.85 52% 7% 2% 4% 2% 2%
Belgium 2.75 2.85 2.73 2.72 2.73 49% 4% 3% 3% 4% 4%
Austria 2.65 2.81 2.65 2.79 2.77 49% 5% 2% 4% 3% 4%
Denmark 26.3 2.83 2.77 2.93 2.77 49% 7% 3% 4% 1% 4%
Luxembourg 2.72 2.89 2.71 2.71 2.76 45% 5% 2% 3% 4% 5%
Slovenia 2.35 2.59 2.35 2.73 2.82 43% 19% 7% 17% 6% 3%
Croatia 2.39 2.74 2.40 2.7 2.74 43% 16% 4% 14% 6% 6%
United Kingdom 2.53 2.81 2.62 2.94 2.64 41% 11% 4% 7% 1% 8%
France 2.63 2.85 2.62 2.7 2.67 40% 8% 3% 8% 4% 7%
Bulgaria 2.67 2.63 2.38 2.5 2.72 40% 6% 8% 14% 13% 6%
Latvia 2.61 2.69 2.61 2.51 2.66 39% 9% 6% 7% 11% 9%
EU28 2.48 2.73 2.47 2.6 2.66 37% 13% 5% 11% 9% 7%
Ireland 2.77 2.83 2.59 2.41 2.69 36% 5% 4% 8% 16% 6%
Estonia 2.33 2.61 2.51 2.68 2.72 35% 16% 8% 9% 6% 5%
Romania 2.56 2.63 2.41 2.4 2.64 34% 11% 9% 15% 16% 8%
Lithuania 2.58 2.77 2.48 2.43 2.73 33% 10% 5% 11% 15% 5%
Portugal 2.4 2.62 2.36 2.56 2.64 31% 15% 7% 15% 9% 6%
Cyprus 2.58 2.74 2.47 2.24 2.72 30% 12% 7% 16% 28% 8%
Poland 2.11 2.59 2.37 2.33 2.64 30% 30% 8% 16% 21% 7%
Slovakia 2.52 2.58 2.16 2.27 2.63 29% 11% 7% 23% 16% 6%
Czech Republic 2.48 2.65 2.25 2.57 2.57 25% 9% 6% 16% 9% 9%
Italy 2.17 2.55 2.17 2.20 2.5 22% 23% 6% 19% 23% 9%
Greece 1.98 2.41 2.06 2.05 2.47 16% 35% 14% 28% 31% 14%
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Table A2: Difficulties in access, 2011 and 2007
Note: These data relate to the following question: ‘On the last occasion you needed to see a doctor or medical specialist, to what extent
did each of the following factors make it difficult or not for you to do so? 1) Very difficult; 2) A little difficult; 3) Not difficult at all
(Not applicable/ never needed to see doctor)’. Figures represent the proportions of people who report‘very difficult’ or ‘a little
difficult’. Some figures have been rounded up.
Source: Eurofound’s analysis of EQLS micro-data.
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Distance Delay appointment Waiting time Cost
2007 2011 Change 2007 2011 Change 2007 2011 Change 2007 2011 Change
Greece 24% 45% 21% 43% 67% 24% 47% 66% 19% 45% 64% 19%
Malta 14% 19% 5% 31% 41% 10% 41% 61% 20% 44% 58% 14%
Netherlands 12% 14% 2% 22% 17% -5% 29% 24% -5% 8% 16% 8%
Estonia 23% 31% 7% 42% 50% 8% 36% 40% 3% 18% 26% 8%
Slovakia 33% 35% 3% 33% 37% 4% 62% 60% -2% 49% 57% 7%
Cyprus 22% 19% -3% 26% 30% 3% 39% 37% -2% 42% 48% 6%
Luxembourg 13% 9% -4% 25% 23% -2% 30% 26% -4% 20% 25% 5%
Czech Republic 36% 29% -7% 48% 43% -5% 66% 59% -7% 29% 34% 5%
Lithuania 24% 18% -5% 40% 32% -8% 51% 42% -10% 37% 42% 4%
Poland 33% 32% -1% 53% 58% 5% 46% 47% 1% 42% 46% 4%
Ireland 14% 14% 0% 24% 19% -5% 35% 32% -2% 39% 43% 4%
Sweden 11% 9% -2% 30% 23% -8% 21% 15% -6% 6% 9% 3%
France 11% 12% 1% 24% 29% 5% 27% 31% 4% 25% 26% 1%
Denmark 12% 14% 2% 32% 30% -2% 19% 19% 0% 6% 6% -1%
Slovenia 32% 34% 2% 53% 47% -6% 54% 48% -6% 22% 21% -1%
Finland 15% 13% -2% 25% 29% 3% 22% 20% -2% 13% 12% -1%
EU28 27% 22% -5% 42% 39% -3% 46% 42% -4% 32% 30% -2%
UK 16% 15% -1% 36% 36% 1% 31% 31% 1% 7% 5% -2%
Latvia 33% 25% -8% 42% 30% -12% 52% 32% -20% 39% 37% -2%
Bulgaria 36% 29% -7% 35% 27% -8% 54% 47% -7% 39% 37% -2%
Romania 33% 28% -5% 38% 33% -5% 51% 44% -7% 47% 44% -2%
Germany 20% 21% 1% 38% 39% 1% 46% 48% 2% 31% 25% -5%
Spain 39% 14% -26% 54% 29% -25% 58% 35% -23% 15% 8% -6%
Belgium 15% 12% -3% 27% 21% -6% 29% 24% -5% 33% 24% -9%
Austria 28% 17% -11% 40% 30% -10% 44% 31% -13% 28% 18% -10%
Italy 52% 39% -13% 68% 60% -8% 72% 64% -8% 67% 57% -10%
Portugal 36% 31% -5% 65% 45% -20% 70% 48% -21% 49% 34% -14%
Croatia 35% 22% -14% 48% 45% -4% 52% 46% -6% 39% 24% -15%
Hungary 38% 29% -10% 46% 46% 0% 55% 48% -8% 52% 28% -24%
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